After presenting their model for the description of delusions, the authors report some results of two catamnestic studies in patients with delusional syndromes. There is evidence for the hypothesis that the usual classification of such patients as paranoid schizophrenics is frequently not justified. A reasonable number of the cases might belong to cyclothymia or at least approach it. Disappearance of delusions and complete restitution frequently occur in this group, while chronidty seems connected with persistent psychopathological signs in the accompanying symptomatology supposed to represent-in part-organic brain syndromes or congenital or acquired psychopathic personalities.
Kraepelin's (1896) categorization of dementia paranoides, dementia praecox, and catatonia as "dementing processes" provoked a controversy that has yet to be resolved. Then as now, psychiatrists debated whether these psychopathological states-later to form E. Bleuler's (1908 Bleuler's ( , 1911 "group of schizophrenias"-represented a single nosological entity. In the 8th edition of his textbook, Kraepelin (1909 Kraepelin ( -1915 divided the dementia paranoides into a progressive form and a mild form; in the latter, the core personality was not considered to be severely impaired. Even further removed from the dementia praecox symptoms was paraphrenia, which Kraepelin described as "a very slowly progressing development of steadily increasing delusions of persecution, coupled later with delusions of grandeur without actual disintegration of personality." The pathological picture differed from paranoia mainly through the presence of hallucinatory phenomena. As a result of Mayer's (1921) followup examinations, Kraepelin readmitted paraphrenia into the dementia praecox group. Kolle (1931) , based on his own followup examinations, believed that the same should be done with paranoia.
The designation of many or all of the paranoid psychoses as forms of schizophrenia continues to be controversial. Interest focuses on such issues as the existence of independent endogenous paranoid psychoses, as well as of paranoid psychoses of psychogenic origin-akin to the reactive psychoses of Scandinavian psychiatry (Langfeldt 1939) . The possibility of a relationship between paranoid psychoses and manic-depressive illness has also been explored. Finally, the connection between organic brain damage and the development of paranoid psychoses has been reported (Schimmelpenning 1965; Peters 1967; Sjogren 1956 ).
Kraepelin's diagnostic system emphasized the natural course of illness, whereas E. Bleuler and K. Schneider used a cross-sectional approach. Because it is easy to apply, Schneider's (1973) diagnostic method, mainly focused on abnormal subjective experiences, is widely used in modern European psychiatry. If Schneider's first-and second-rank symptoms are used as classification criteria, almost all the paranoid psychoses would be categorized as schizophrenia. When these diagnostic criteria are used, however, it is often overlooked that Schneider (1973) himself viewed his classifications more as a tool for assessing the presence of psychopathological findings than for making differential diagnoses.
Following a series of our own examinations, we have concluded that a global classification of paranoid psychoses under the term schizophrenia is not satisfying, even if they are correlated with first-and second-rank Reprint requests should be sent to Prof. Bemer at Psychiatrische Universitatsklinik, Lazarettgasse 14, 1097 Wien, Austria.
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symptoms. Because Schneider's criteria encompass a large number of heterogeneous cases, we hypothesized • that an orientation on symptoms which correlate only partly with Schneider's criteria might define more homogeneous groups. This concept was investigated in two studies carried out by our clinic.
In the first study, followup examinations of a series of schizophrenic patients were carried out over a period of more than 20 years. At initial hospitalization, 89 percent of the patients showed delusional symptomatology. In the second study, the presence of delusions was the criterion for eligibility. Both studies treated catathymic delusions, as described by Maier (1912) . Delusion is understood as a substantively formulated, complex structure, into which delusive ideas and other experiences are interwoven. In the descriptive classification of delusional syndromes, differentiations were made between theme, structure, constituting elements, and the so-called accompanying symptomatology (Bemer 1972 (Bemer , 1973 (Bemer , 1975 (Bemer , 1977 (Bemer , 1978 Berner et al. 1976) . (See table 1.)
In describing delusional "structure," an effort is made to determine whether the delusion is built up in accordance with the laws of logic (logical versus paralogical), whether it is a consolidated structure (organized versus disorganized), and whether the patient's delusions are related to his actual surroundings. In the case of "polarized" delusions, there appears to be a close connection with the patient's environment. Where we find little or no conflicts between reality and delusion, 
we speak of "juxtaposition," while the patient suffering an autistic delusion takes no more notice of reality and lives exclusively in his delusional world.
In the following, we shall discuss only paranoiac and paraphrenic syndromes. In our classification, these syndromes differ first and foremost in the form of their constituting elements. Those are the psychopathological phenomena on which the patient bases his delusions or which he uses to enlarge them. In those cases in which the constituting elements are interpretations of normal experiences, memories, or memory-falsifications, we speak of a paranoiac syndrome. A paraphrenic syndrome is diagnosed in cases characterized by (generally called psychotic) phenomena like hallucinations, illusions, and "Anmutungserlebnisse," which correspond to Schneider's delusional perceptions and which-according to Janzarik's (1959) definition-can be looked upon as the expression of dynamic derailment. This classification brings us closer to Kraepelin's (1909 Kraepelin's ( -1915 distinction between paranoia and paraphrenia.
All those symptoms that the patient himself does not use for the justification of his delusion, such as lack of drive (elan vital, Antrieb), disturbances of mood and affectivity, formal thought disorders, and impairments of intellectual capacities, are viewed as accompanying symptomatology. We are of the opinion that this accompanying symptomatology is often evidence of specific basic disturbances comparable to those Bleuler described for schizophrenia. Following Hoche (1912), we divided the accompanying symptomatology into three axial syndromes: (1) The schizophrenic axial syndrome, characterized by thought blocking (Sperrungen), and-independent of perceptions- incoherence of thought and speech with (Faseln) or without (Zerfahrenheit) correct syntax (transitory, driveling, and desultory thinking are the most commonly used terms in English); (2) the cyclic axial syndrome, identified by apparent lack of drive and disturbances of mood and affectivity; (3) the uncharacteristic axial syndrome, distinguished by a perseverative, laborious, and delayed thinking process. The uncharacteristic axial syndrome resembles the psychopathological picture seen in acute or chronic psychosyndrornes^ Stromgren (1957) described a similar state with the term ixoidia or ixophrenia. The syndrome was described as uncharacteristic in consideration of the classification criteria of both the other axial syndromes. Moreover, its symptoms do not permit one to conclude that a basic organic process is present. Psychopathologically, it is easily defined.
Having briefly described the classification criteria used in our studies, we will now report the catamnestic findings of followup examinations carried out over a period of more than 20 years. The patients were initially hospitalized at the Lausanne University Psychiatric Clinic, where they were diagnosed as schizophrenic in accordance with Bleuler's diagnostic criteria . The most striking finding was that about half of the 98 cases that underwent followup examination could be classified as showing the cyclic (manic-depressive) axial syndrome (table 2). In 44 percent of these cases, delusion was absent at the time of the followup^examination. In spite of this, it is evident that in more than one-half of the cases showing cyclic axial syndrome, delusion in some form or other persisted. While the high representation of the cyclic axial syndrome might suggest the existence of a cyclothymic basic disturbance, the large number of persistent delusional syndromes is striking.
A possible interpretation of this phenomenon emerged from a prospective study of 90 patients suffering from delusions. These patients, who ranged in age from 15 to 61 years, were hospitalized at the Vienna University Psychiatric Clinic. For inclusion in the study, patients had to meet our criteria for paraphrenic or paranoiac syndromes. If Schneider's (1973) diagnostic criteria had been used, the majority of these cases would have been classified as paranoid schizophrenics. Followup examinations were conducted after 6 to 9 years. Nine patients were lost to followup through death, four by suicide. The axial syndromes (AS) were operationalized for this study as follows:
• Cyclic AS = disturbance of drive and/or mood coupled with biorhythmic disturbances.
• Doubtful cyclic AS = disturbance of drive and/or mood without biorhythmic disturbances.
• Schizophrenic AS = blockings of thought and speech in normal speed and perception-independent incoherence with (Faseln) or without (Zerfahrenheit) correct syntax.
• Manic-depressive-schizophrenic AS = combination of cyclic and schizophrenic AS.
• Organic AS = verbal perseverations and verified important organic brain damage.
• Doubtful organic AS = verbal perseverations without verifiable organic brain damage.
• Nondefinable = not to be classified under any of the above criteria.
When the axial syndromes that were evident at both the initial and followup examinations were compared, the relative inconsistency of the cyclic axial syndrome became apparent (table 3) . Of the 40 patients who showed the cyclic axial syndrome at the initial examination, only eight showed evidence of it during followup examination. This finding might be interpreted as reflecting a phasic course of illness, but it could The number of axial syndromes can be more than 90, because more than one axial syndrome could be rated In one patient The numbers on the margins of the table represent the absolute numbers of axial syndromes at Initial and followup examination. They do not correspond with the sums of rows and columns In which transitions between axial syndromes are shown.
also stem from the rather inexact definition of biorhythm disturbances used at the first examination. At that time, sleep disturbances (Durchschlafstorungen) alone were sufficient for the diagnosis of a cyclic axial syndrome. At the followup examination, 14 of the 40 patients who were initially diagnosed as showing the cyclic axial syndrome were reclassified as showing doubtful cyclic axial syndromes (a somewhat general conception). On the other hand, eight initially cyclic patients were completely healthy at followup, which seems to confirm the theory of a phasic course of illness. This number becomes even more significant when one considers only 10 patients out of the total sample could be regarded as completely healthy at followup. It is remarkable that four of five cases assigned to the schizophrenic axial syndrome group at followup had shown a doubtful axial syndrome when initially examined. This suggests that the symptoms used to define the doubtful cyclic axial syndrome are relatively nonspecific. Twenty-two of the 41 initially assigned to the doubtful cyclic axial category retained the same symptoms at followup. Of the two patients placed in the schizophrenic axial syndrome category at the initial examination, one remained in this group. The second one showed signs at followup of schizophrenic deficiency, with lack of drive and the typical disturbance of affectivity, and therefore had to be reassigned to the doubtful cyclic axial syndrome group. Initially doubtful organic axial syndromes remained in this category or were transferred to either the doubtful cyclic axial syndrome or the nondefinable group. One patient was completely recovered at followup. None of these cases were transferred into the definitive organic axial syndrome group, which seems to confirm the supposition that there is no connection between the so-called doubtful organic cases and definitely diagnosed organicity.
The initially nondefinable cases remained in that group or showed an inclination toward either the doubtful cyclic or the doubtful organic axial syndrome. Based on the results presented in table 3, the following conclusions emerge:
• Since a relatively large number of patients in the cyclic axial syndrome group either remain there or recover, the assumption is justified that they really belong to cyclothymia.
• Of the patients later diagnosed as schizophrenic, four initially had characteristics of the doubtful cyclic axial syndrome group, and the reason for this might well be the fact that initial schizophrenic symptoms or symptoms of schizophrenic deficiency in the sense of "uncharacteristic basic disturbances" (Siillwold 1977) were not included in our operationalization of schizophrenia.
• Finally, close connections appear between the doubtful organic, the doubtful cyclic axial syndrome, and the unclassifiable cases. The cases initially placed in the doubtful organic or the nondefinable group either remain in these categories at the followup examination, or are reassigned to the doubtful cyclic axial syndrome group (apart from one recovered patient and the cases which were not catamnestically processed). Here we suspect that possible psychopathic personalities may have provided the basis for the development of delusions.
In table 4, the course of the delusions and the axial syndromes between the initial and the followup examinations is shown. Two-thirds of the cases whose cyclic axial syndrome either disappeared or recurred periodically showed a corresponding disappearance or periodic reappearance of their delusions. Where the cyclic axial syndrome persisted, chronicity, on the one hand, and remission or periodic recurrence of delusions, on the other, occurred with approximately equal frequency. A high correlation between disappearance of the doubtful cyclic axial syndrome and disappearance of delusions can be observed. Chronicity of delusion is closely related to persistence of this axial syndrome. It should be noted, however, that persistence or disappearance (total or episodic) of axial syndromes does not necessarily correspond to the development of the delusion. Thus one must assume that persistence or disappearance of delusion is not wholly determined by the so-called accompanying symptomatology, as has already been convincingly emphasized in the psycho-and sociodynamic concepts of delusion.
Some of our data are statistically significant at the 5 percent level, but space limitations do not permit us to discuss statistical analyses extensively. However, the following conclusions might be drawn from our catamnestic studies: One-dimensional diagnostic categories are not sufficient to explain the pathogenesis of catathymic delusional syndromes. This question can only be addressed by the use of a multidimensional diagnostic scheme in the sense of Kretschmer (1975) . A global categorization of delusional syndromes under the term schizophrenia is not supported by the results of our followup examinations, especially if such a categorization is understood in a nosological sense. A reasonable portion of our cases might belong to cyclothymia or at least approach it. Organic disturbances in the way of senile brain processes rarely seem to play a decisive role, but they account for a small percentage of cases in a multidimensional diagnostic scheme. However, those patients in our second study who became ill for the first time after 40 years of age frequently suffered from secondary acute or chronic cerebral damage, while indications of primary involutional processes seemed to be of minor importance (Berner et al. 1976) . During the followup period, a relatively large group of patients showed psychopathological signs as part of the accompanying symptomatology that did not seem to be closely related to cyclothymia, schizophrenia, or organic psychosyndromes. It appears justified to suspect that a good number of congenital or acquired psychopathic personalities can be found in this group.
